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Patient Outcomes
Ultimately, the question of highest priority in planning and evaluation of EMS-C must center on patient outcomes. Asserting that, however, does not clarify several key points:
What Outcomes to Measure Outcomes of interest will differ markedly according to several factors, such as characteristics of patients and their emergencies, kinds of services rendered, and settings in which the interventions were provided. In some cases, alive or dead is the outcome of concern. Mortality is the most readily available and widely used outcome indicator in analyses of emergency care, but relatively few of the children needing or receiving emergency care die. (On frequency grounds, death is actually not an especially good indicator of outcome for many conditions or health care interventions across the entire age range.) Other kinds of outcome indicators are needed to assess residual morbidity from emergencies and the impact of differences in care.
That is, in most other cases, a wide range of health status outcomes is pertinent:8 presence or absence of disease, of various types of impairments, of functional limitations, and of "disabilities" that interfere with age-appropriate activities (such as those for activities of daily living {ADLs] or, less likely for children, instrumental ADLs).9 Of special interest may be the core domains of health status measurement—physical mobility and functioning, social and role functioning, and emotional and mental well-being— although measuring these reliably in children is an extremely difficult challenge.
EMS-C outcomes assessment can also be based on comparisons between "expected" and actual outcomes. Information on initial severity and acuity of patients' conditions can be used to estimate probabilities of particular outcomes. Death is frequently used as the outcome of interest, but other conditions such as permanent impairment or other forms of morbidity might also be used. Discrepancies between expected and actual outcomes may point to systems that are doing very well or very poorly.10
When to Measure Outcomes Leaving aside the complex challenge of obtaining a "baseline" measure of health status, analysts still face the difficult decision of when (and how many times) to assess outcomes. Is the appropriate time to evaluate outcomes of prehospital care upon arrival at the ED or at some later point? For children suffering significant trauma requiring intensive inpatient and outpatient care and rehabilitation, when in the sequence of events should outcomes be assessed? Studies of rehabilitation for traumatic brain injury, for example, have found improvements from treatment as long as three years after the injury (Haffey and Lewis, 1989). Even the (comparatively easier) question of when to measure hospital deaths the clinical characteristics of illness rather than in attempts to develop new, or yet more complex, scoring systems based on yet more sophisticated laboratory tests and physiologic parameters.per et al., 1992). Such01-239)— established regulations designed to ensure that patients receive appropriate assessment and stabilization before any transfer is made, to ensure that transfers are made in appropriate vehicles and to facilities that are able to provide necessary care, and to deter "dumping" of patients from one hospital to another on the basis of the patient's ability to pay.
